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Unregistered Deaths Among Extremely Low Birthweight Infants — 
Ohio, 2006 


In the United States, infants with birthweights <750 g 
(i.e., extremely low birthweight infants) account for <1% 
of all births but approximately one third of the total infant 
mortality rate (/). Because these infants often have short 
life spans, their deaths might be misclassified as fetal deaths, 
leading to an underestimation of the overall infant mortal- 
ity rate. Accurate infant mortality rates are important for 
program planning and evaluation, identification of health 
disparities and emerging trends, and development of pre- 
vention strategies. To assess the extent of unregistered deaths 
among extremely low birthweight infants born in Ohio 
during January—June 2006, the Ohio Department of Health 
analyzed birth and death records from this period for all 
infants with birthweights <750 g (1.7 lbs) and contacted 
birth hospitals to follow up on the discharge status of these 
infants. This report describes the results of that analysis, 
which indicated that 7% of the extremely low birthweight 
infants who were born in Ohio during this period, and 
who subsequently died, had deaths that were unregistered. 
The findings emphasize the need for routine verification of 
the discharge status of these infants from their birth hospi- 
tals and follow-up to ensure proper registration of deaths. 

Birth records for all infants with birthweights <750 g 
born in Ohio during January 1—June 30, 2006, were iden- 
tified and matched with death records registered through 
December 31, 2006, using the Ohio Department of 
Health's vital statistics database. The birth hospitals of 
infants with only birth records were contacted by telephone 
to verify discharge status (i.e., alive to home, alive trans- 
ferred, or deceased). Deaths among infants that were con- 
firmed (via medical-record review) by the birth hospitals 
but for which no death records were found were consid- 
ered unregistered deaths. Selected characteristics of 
extremely low birthweight infants with unregistered deaths 


(e.g., birthweight, race, and Medicaid coverage) were com- 
pared with those with registered deaths using data from 


birth records. Categorical variables were analyzed using 


Fisher's exact test, and continuous variables were analyzed 
using the Wilcoxon rank sum test. 

Among the 325 infants with birthweights <750 g, 192 
(59%) had registered deaths, and 129 (40%) had no death 
records on file. Of the 129 infants with no death records 
on file, 115 (89%) were confirmed to be alive at the time 
of discharge from their birth hospitals; 14 (11%) were con- 
firmed by their birth hospitals to have died. Thus, among 
the 325 extremely low birthweight infants, 206 deaths 
occurred, of which 192 (93%) were registered and 14 (7%) 
were unregistered. No statistically significant (p<0.05) dif- 
ferences were observed when comparing infants with 
unregistered deaths to those with registered deaths (Table). 
Reported by: / Paulson, MS, W Ramsini, PhD, Ohio Dept of Health. 
E Conrey, PhD, R Duffy, DDS, National Center for Chronic Disease 
Prevention and Health Promotion; MP Cooper, MD, EIS Officer, CDC. 
Editorial Note: Deaths among infants with extremely low 
birthweights are more likely to be unregistered because of 
the often short life spans of these infants and the potential 
for their deaths to be misclassified as fetal deaths. Previous 
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studies indicate that numerous infant deaths likely have 
not been registered (2-4). In addition, in 2006, an analy- 
sis of CDC’s linked birth/infant death data set for 2002- 
2004 demonstrated that numerous states reported infant 
mortality rates for infants with birthweights <500 g that 
were implausibly low (CDC, unpublished data, 2006), 
leading to concerns that these deaths were not being 
registered. 

CDC recognizes that deaths among low birthweight 
infants might not be registered and requires that all states 
follow up on the discharge status of infants with 
birthweights <750 g. However, not all states currently sup- 
ply this information to CDC, and the number of deaths 
that are not registered in many states remains unknown. 
These practices might indicate that states are underesti- 
mating their infant mortality rates, leading to an overall 
underestimation of the national infant mortality rate, 
information that is important to agencies for policy plan- 
ning, program evaluation, research, and identification of 
health disparities and trends. 

The results of this analysis indicate that an estimated 
7% of deaths among infants born in Ohio with extremely 
low birthweights are not being registered. Reasons for the 
lack of registration of these deaths likely include confusion 
regarding whether they were fetal deaths or deaths of live- 
born infants. Although the resulting adjustment to Ohio's 
overall infant mortality rate is not substantial, programs 
that rely on accurate birthweight-specific infant mortality 
rates likely will observe a more pronounced effect. As a 
result of these findings, in 2007, the Ohio Department of 
Health plans to implement routine follow-up of infants 
with birthweights <750 g to ensure accurate birth and death 
records. This follow-up will include routine verification of 
the discharge status of all infants with birthweights <750 g 
and will ensure that all deceased infants have a registered 
death certificate. Officials in states that are not performing 
this follow-up also should consider implementing routine 
follow-up so that infant mortality rates are accurately 
reported. 

The findings in this report are subject to at least three 
limitations. First, the analysis was restricted to births that 
occurred in the first half of 2006. Findings from that 
period might not reflect the registration of deaths for the 
entire year. Moreover, a longer study period might have 
allowed for identification of any seasonal trends in registra- 
tions. Second, the small sample size might have prevented 
this analysis from detecting statistically significant differ- 
ences between the registered and unregistered groups. Pre- 


vious studies have indicated that the lack of registration of 
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TABLE. Number of registered and unregistered deaths* among infants born during January—June with birthweights <750 g, by 


selected characteristics — Ohio, 2006 





Registered (n = 192) 


Unregistered (n = 14) 





Median for 


Characteristic characteristic 


No. of deaths* 





Median for 


characteristic No. of deaths* 





Birthweight (g) 480.0 192 
Age of mother (yrs) 25.0 191 
Gestational age (wks) 22.0 190 
No. of prenatal visits 5.0 136 
No. of previous live births 0.5 170 


Male 108 
Mother married 70 
Medicaid coverage - 54 
Mother with at least a high school diploma - 142 
Mother white 96 
Mother black 91 


421.0 14 
24.5 14 
21.5 14 
5.0 9 
1.0 12 


57 
43 
21 
64 
51 69 
49 31 





“No significant differences (p<0.05) were observed between infants with registered and unregistered deaths (Fisher's test for categorical variables and 


, Wilcoxon rank sum test for continuous variables) 
.For which information on selected characteristic is available 


*Denominators for certain selected characteristics vary because of missing data on birth records 


deaths in extremely low birthweight infants has occurred 
disproportionately for black infants, those born to unmar- 
ried mothers, and those born to mothers living in rural 
areas (2,3). Finally, the study design did not allow for iden- 
tification of live-born infants whose deaths were misclassified 
as fetal deaths. Such infants would have received fetal death 
certificates instead of standard birth or death certificates. 

In addition to routine follow-up of infants with extremely 
low birthweights, further research regarding the reasons for 
the lack of registration of certain infant deaths is needed. 
Findings from such research might help in targeting inter- 
ventions to improve the accuracy of infant death reporting. 
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Reported HIV Status 
of Tuberculosis Patients — 
United States, 1993-2005 


Knowing the human immunodeficiency virus (HIV) sta- 


tus of tuberculosis (TB) patients is essential to optimal 


patient management. IB is an acquired immunodeficiency 


syndrome (AIDS)-defining opportunistic condition. Patients 
with both TB and HIV infection are five times more likely 
to die during anti-B treatment than patients who are not 
HIV infected (CDC, unpublished data, 2003). HIV infec- 
tion is the greatest known risk factor for progression from 
latent TB infection to TB disease (/). In the United States, 
after TB exposure and infection, HIV-infected persons who 
do not receive appropriate treatment progress to TB dis- 
ease over 5 years at a rate 10 times greater than that for 
persons not infected with HIV (2,3). In 1989, CDC rec- 
ommended that all TB patients be offered HIV testing (4) 
and, in 2006, called for routine HIV screening of all TB 
patients after the patient is notified that testing will be 
performed, unless the patient declines (opt-out screening) 
(5). In addition to enabling optimal patient management, 
knowing the HIV status (i.e., positive or negative) of TB 
patients helps public health agencies to identify HIV- 
infected contacts of TB patients. Highly active antiretroviral 
therapy (HAART) can reduce the progression to TB dis- 
ease (6), TB relapse (7), and death (8). To assess reported 
HIV status of TB patients and selected characteristics of 
TB patients with HIV infection, CDC analyzed data from 
the U.S. National TB Surveillance System for the period 
1993-2005. This report summarizes the results of that 
analysis, which indicated that 1) reporting of HIV status 
among TB patients increased from 35% in 1993 to 68% 
in 2003, 2) HIV status of 31% of TB patients was 
unknown in 2005, 3) 9% of TB patients were HIV posi- 
tive in 2005, and 4) groups of TB patients at greater risk 
for HIV infection included injection-drug users (IDUs), 
noninjection-drug users (NIDUs), homeless persons, non- 


Hispanic blacks, correctional-facility inmates, and alcohol 
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abusers. Increased promotion of routine HIV testing and 
rapid HIV tests (9) might increase acceptability of testing, 
which would allow health-care providers to know the HIV 
status of a greater percentage of B patients and enable 
them to provide optimal care. 

Data on reported HIV status were analyzed for the 
updated through March 29, 2006) 


[B Surveillance System for 49 states and 


pe riod 1993-2005 


from the National 


the District of Columbia (D¢ [his system contains data 


regarding confirmed cases of TB reported annually to CD¢ 
the data are collected by state and local TB programs from 
nterviews with patients, using a standardized surveillance 


case report form that includes HIV status. HIV status usu 


illy is assessed at the time of TB diagnosis but can be 
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FIGURE. Reported human immunodeficiency virus (HIV) 
infection status of tuberculosis patients — United States,* 
1993-2005 
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Editorial Note: Knowing the HIV status of TB patients 


essential for optimal management of patient care 


t 


ing selection ot yproprial 


; ; 
[B-treatment regimens and 


referral to and coordination of care for HIV infection. Once 


['B disease occurs pro ider knowledge of HIV infection 
can help avoid TB relapse and mortality through increased 
vigilance and monitoring of TB therapy and providing 


access to HIV care and support services. 
Knowing HIV status also helps public health programs 
identify HIV-infected contacts of TB patients, who are at 


increased risk for TB disease. Surveillance data enable CD¢ 
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TABLE 1. Reported human immunodeficiency virus (HIV) 
infection in tuberculosis (TB) patients, by state — United 
States,* 2005 





TB patients 
with 
known 
HIV status 


TB patients 
Total with 
no. of known reported 
TB HIV status’ as HIV positive 
State patients ; (%) No. (%) 


Alabama 216 170 (79) 9 (5) 
Alaska 59 40 (68) _ — 
Arizona 281 (80) 19 (8) 
Arkansas 114 (72) — — 
Colorado 101 (80) - — 
Connecticut 95 (68) 12 (18) 
Delaware 26 (81) — — 
District of Columbia } 5< (95) 1 (32) 
Florida 1 (83) (22) 
Georgia : (85) 69 (16) 
Hawaii . (12) — 

Idaho a (35) 

lilinois (68) 

indiana (55) 

iowa 5 x x (60) 

Kansas 5 5 (92) 

Kentucky : C (75) 

Louisiana 25/7 (68) 

Maine (65) 

Maryland (79) 

Massachusetts 2 (63) 

Michigan 246 (59) 

Minnesota 99 17 (87) 

Mississippi 9° (90) 

Missouri (60) 

Montana (80) 

Nebraska m (46) 

Nevada (90) 

New Hampshire (100) 

New Jersey ? (59) 

New Mexico (62) 

New York (66) 

North Carolina (86) 

North Dakota (83) 

Ohio 5 (69) 

Oklahoma (75) 

Oregon | 9f (92) 

Pennsylvania 25 (51) 

Rhode Island 7 (66) 

South Carolina 26 (77) 

South Dakota 6 (56) 

Tennessee (86) 

Texas : (47) 

Utah C (97) 

Vermont 4 (50) 

Virginia 22 (64) 

Washington : (75) 

West Virginia (29) 

Wisconsin ] (77) 

Wyoming — 

Total 11,193 7,689 (69) 

* Excludes California 

. Reported as HIV positive or HIV negative 

Five or fewer reported as HIV positive 











TABLE 2. Selected characteristics of tuberculosis patients, by 
reported human immunodeficiency virus (HIV)-infection status 
— United States,* 2005t 





% HIV 
% HIV % HIV status 


Characteristic positive negative unknown’ 





Total 9 59 31 
Sex 

Male 11 1 

Female 7 57 


Age group at diagnosis 
(yrs) 
0-4 
5-14 
15-24 
25-44 
45-64 
>64 
Race/Ethnicity 
Black, non-Hispanic 
Hispanic 
White, non-Hispanic 
American Indian 
Alaska Native 
Asian 
Native Hawaiian 
Pacific Islander 
Multiple race/ethnicity 
Unknown race/ethnicity 
Birthplace 
United States 
Outside United States 
HIV risk factor 
Injection-drug user 35 
Noninjection-drug user 27 
Homeless person 22 
Correctional-facility inmate 16 
Alcohol abuser 1,526 15 





* Excludes California 

. Percentages might not add to 100% because of rounding 

“Includes the following categories: not offered testing, refused testing 
tested with indeterminate results, tested but results unknown, and missing 
data 


to track trends in TB/HIV accurately so that outbreaks can 
be identified and prevention measures targeted to 
areas where TB/HIV coinfection is most common. 
However, despite CDC recommendations calling for rou- 
tine HIV testing of all TB patients, the proportion of TB 
patients whose HIV status is unknown remained at 
approximately one third during 2003-2005. Data pro- 
vided by the U.S. National TB Surveillance System are lim- 
ited by incomplete reporting, which might result from 1) 
concerns regarding patient confidentiality or laws and regu- 
lations that might limit reporting of HIV status or 2) not 
offering HIV testing because of insufficient resources, lack 
of trained staft, or perceptions that patients are not at risk 


for HIV. 
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High rates of both HIV infection and TB disease among 
non-Hispanic blacks emphasize the need in this popula- 
tion to prevent, diagnose early, and provide access to care 
for both conditions. Substance abuse is a risk factor com- 
mon to both TB and HIV infection, and homelessness and 
incarceration are two factors associated with both greater 
IB incidence and transmission of TB disease (/0). 

Che findings in this report are subject to at least one 
limitation: the exclusion of data from California. In 2004, 
the latest year for which California reported AIDS-registry 
data to CDC, the state reported 123 TB patients who had 
AIDS, which amounted to approximately 10% of all known 
HIV/TB patients in the United States. 

Improvements in HIV testing and reporting are needed. 
All TB patients should be offered HIV testing where fea 
sible, especially IDUs, NIDUs, homeless persons, non 
Hispanic blacks, correctional-facility inmates, and alcohol 
abusers. Implementation of the 2006 updated CDC HIV- 
testing recommendations, calling for routine HIV testing 
of all TB patients, and increased use of rapid HIV tests 
that can provide results in less than 20 minutes might 
increase acceptance of HIV testing. These improvements 
might increase the proportion of TB patients in the United 
States whose HIV status is known and who can thereby 
benefit from optimal care. 
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Trends in Folic Acid Supplement 
Intake Among Women 
of Reproductive Age — 
California, 2002-2006 


Daily intake of 400 yg of folic acid before conception 
can reduce by approximately 80% the risk for having an 
infant with a neural tube defect (NTD) such as spina bifida 
or anencephaly (/). Although other risk factors for NTDs 
exist, such as diabetes, obesity, and family history of NTDs, 
prevention measures have focused predominantly on pro- 
moting folic acid consumption. Women can ensure they 
are consuming the recommended amount of folic acid by 
eating one serving of breakfast cereal fortified with 100% 
of the recommended daily value of folic acid or by taking a 
supplement with 400 yg folic acid daily (2). Annual sur 
veys conducted for the March of Dimes (MOD) Birth 
Defects Foundation indicate that 40% of all U.S. women 


of reproductive age (i.e., aged 15—45 years) took supple- 


ments containing folic acid in 2007 (MOD, unpublished 


data, 2007) up from 28% in 1995 (3). To analyze trends 
in folic acid-containing supplement intake among Cali- 
fornia women ged 18—44 years during 2002-2006, the 
California Department of Public Health conducted trend 
analyses of data from the California Women’s Health Sur 
vey (CWHS). This report summarizes the results of those 
analyses, which indicated that although the overall preva 
lence of intake of folic acid-containing supplements 
remained stable from 2002 (40%) to 2006 (41%) in Cali 
fornia, use of such supplements decreased among Hispanic 
women and women with ; education. Downward trends 
among Hispanic of particular concern because 
1) Hispanic wom re at increased risk for having a fetus 


" 


or an infant with NTD compared with women of othe: 


races/ethnicities (4,5 the number of births to Hispan 
ics in California increased during 1993-2003 (6), and 3) 
Hispanics accounted for nearly 52% of all births in Cali 
fornia in 2005 (California Department of Public Health, 
unpublished data, 2005). Deve 


geted and evidence-based public heal:h interventions fot 


lopment of additional tat 


increasing folic acid intake among these populations is 
needed. 
CWHS is 


survey of women aged -18 years. Data from 


random-digit—dialed telephone 
approximately 4,000 interviews are collected annually, half 
of which are from respondents aged 18—44 years. Survey 


cooperation rates (the proportion of eligible households 
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contacted that resulted in a completed interview) for 2002- 
2006 ranged from 72% to 74%; Council of American Sur- 
vey Research Organizations (CASRO) response rates ranged 
from 37% to 42%. The survey is conducted in English 
and Spanish and contains questions on various women’s 
health topics (e.g., domestic violence, mammography use, 
body mass index, and physical activity). 

Questions on the daily use of supplements containing 
folic acid were first included in the 2002 survey. In each 
year since 2002, respondents have been asked, “Are you 
currently taking a prenatal or multivitamin pill or a pill 
containing the B vitamin folate or folic acid?” and “Do you 
take any of these on a daily basis?” Respondents who 
answered yes to both questions were identified as persons 
who used folic acid daily. Data were stratified by pregnancy 
status, race/ethnicity, age, educational attainment, and 
income. Income was measured as the percentage of house- 
hold income above or below the federal poverty level in a 
given year. Prevalence estimates, temporal trends, and risk- 
adjusted linear trends for daily folic acid intake among 
respondents aged 18—44 years were examined for each year 
from 2002 to 2006. Using the 2000 U.S. census, all 
results were weighted by age and race/ethnicity to reflect 
the total population of women aged 18—44 years in Cali- 
fornia and to allow for comparisons of survey years. The 
Cochran Armitage test for trend was used to determine sig- 
nificance in unadjusted models, and the orthogonal poly- 
nomial test for linear trend in logistic regression was used 
in risk-adjusted models. 

rhe overall prevalence of daily intake of supplements 
containing folic acid among California women aged 18—44 
years did not change significantly from 2002 (40.0%) to 
2006 (41.1%), although a decrease occurred in 2005 
(36.5%) (2002 versus 2005, p=0.01; 2003 versus 2005, 
p=0.002; 2004 versus 2005, p<0.001, by chi-square test) 
(Table). Among Hispanic women, the prevalence of daily 
intake of supplements containing folic acid declined sig- 
nificantly from 32.8% in 2002 to 30.2% in 2006 
(p=0.002, Cochran Armitage two-tailed test for trend). 
This decrease also was significant in risk-adjusted models 
controlling for the effects of 1) age and income and 2) age 
and educational attainment (p<0.001 for both). 

Reported by: AM Herrndorf, MPH, SC Haydu, MPH, ER Takahashi, 
PhD, Maternal, Child, and Adolescent Health Program, California Dept 
of Public Health. 

Editorial Note: To reduce the risk for NTDs, the Institute 
of Medicine (IOM) recommends that all women of repro- 


ductive age consume at least 400 yg of synthetic folic acid 


daily through dietary supplements, fortified foods, or a 
combination of the two. In addition, IOM recommends 
that women eat foods rich in naturally occurring folate from 
a varied diet* (7). These recommendations are for all women 
of reproductive age because 50% of U.S. pregnancies are 
unplanned (8). 

Since the mid-1990s, the California Department of 
Health Services (CDHS)" has partnered with the Califor- 
nia MOD to promote folic acid intake by women of repro- 
ductive age and participated in the National Folic Acid 
campaign that occurred during 1999-2001. In 2002, folic 
acid pamphlets and posters in English and Spanish were 


revised by CDHS to focus on two options for obtaining 


400 yg of folic acid daily: fortified cereals or vitamin supple- 
ments. CDHS and MOD have developed and distributed 


folic acid education guidelines and materials, including a 


booklet given to couples who are obtaining a marriage 
license. During 2000-2004, the California Folic Acid Coun- 
cil developed targeted interventions, including informa- 
tional slides in English and Spanish that were shown in 
movie theaters. Although folic acid supplements have been 
available as a benefit of Medi-Cal (California's Medicaid 
program) for decades, use of 400-yg folic acid supplements 
among nonpregnant women of reproductive age has been 
considerably lower than anticipated (Medi-Cal, unpub- 
lished data, 2006-2007). 

Data from the 2001-2002 National Health and Nuttri- 
tion Examination Survey indicate that only 8% of non- 
pregnant women aged 15—49 years consumed >400 yg folic 
acid by eating fortified foods, suggesting that more women 
need to take a supplement containing folic acid to achieve 
recommended intake levels (9). Since 1995, the Gallup 
Organization, commissioned by MOD, has conducted sur- 
veillance on self-reported intake of folic acid supplements 
among U.S. women of reproductive age. Findings from the 
MOD survey indicate that the proportion of U.S. women 
who use supplements containing folic acid increased from 
28% in 1995 to 40% in 2007 (MOD, unpublished data, 
2007). The estimated use of daily supplements containing 
folic acid might be slightly higher in California than in the 
United States overall, with approximately 37% of Califor- 


nia women reporting intake of supplements containing folic 





*A well-balanced, varied diet includes foods naturally rich in folate, such as 
orange juice, strawberries, cantaloupe, asparagus, broccoli, cooked dry peas and 
beans, and dark green, leafy vegetables. 

On July 1, 2007, CDHS was divided into the California Department of Public 
Health and the California Department of Health Care Services 
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TABLE. Estimated percentage of women of reproductive age (18-44 years) who reported taking a supplement containing folic acid 
daily, by year and select demographic characteristics — California Women’s Health Survey, 2002-2006 





Year 





2002 2003 
(N = 2,310) (N = 2,232) 


2004 2005 2006 
(N = 2,305) (N = 2,140) (N = 2,019) 





Characteristic % (95% Cl") % 


(95% Cl) 


% (95% Cl) % (95% Cl) % (95% Cl) 





All women aged 18-44 yrs 
(mean: 40.0%) 
Pregnancy status 

Not currently pregnant 
Weight status 

Normal weight (BMIS <25) 
Overweight (BMI 25-29) 
Obese (BMI >30) 
Race/Ethnicity 

White (44.5-—50.6) 
Black (31.3-46.2) 
Asian/Other (30.5—40.3) 
Hispanic'** (29.7-36.0) 
Non-Hispanic (41.3-—46.3) 
Age group (yrs) 


(38.0—41.9) 
(35.7-39.7) 
(38.4—43.8) 


(34.6-—42.5) 
(36.7—45.7) 


18-24 (25.6-33.1) (26.4-33.9) 
25-34 (38.4—-44.8) 3 (42.1-48.6) 
35-44 8 (41.6-48.0) (39.6-45.9) 


Education 


Less than high school 27.5 (23.0-—32.0) 2¢ (19.4—28.1) 


High school, technical school 
or vocational training 
College (any) 
Household income (as % FPLTT) 
<200% FPL 30.2 
>200% of FPL 


40.7 (38.8-42.7) 
(35.4-39.4) 


(40.5—46.0) 
(34.1—41.9) 
(33.8-42.6) 


(46.0—52.1) 
(24.4-38.6) 
(33.3-43.3) 
(30.2—36.6) 
(42.2—47.1) 


(31.4—38.9) 3 (32.0—39.5) 
(42.9-48.1) 47 (44.8-50.1) 


0 (27.2—33.1) é (29.3-35.4) 
48.0 (45.3-50.7) 46.7 (44.0-—49.4) 


41.7 (39.8—43.7) 36.5 (34.6—38.3) 41.1 (39.2—43.0) 
38.9 (37.0—41.0) 34.0 (32.1-35.9) 38.4 (36.5—40.3) 
43.9 (41.2-46.6) 38.6 (35.9-41.2) 


41.9 (37.9-45.9) 37.5 (33.7-41.3) 
40.4 (36.1-44.8) 33.8 (29.6-38.0) 


(40.3-—45.9) 
(35.6—43.2) 
(35.6—43.6) 
51.2 (48.2-54.2) (44.3-50.3) (47.6—53.5) 
41.8 (34.3-49.3) (34.4—49.3) (32.2-46.8) 
41.7 (36.7-46.7) (28.7—38.1) 40.0 (35.1-—44.9) 
30.2 (27.1-33.2) (20.6—26.2) 30.2 (27.2-33.2) 
48.0 (45.5-50.4) (41.1-45.9) 46.9 (44.5—49.3) 


34.9 (31.0—38.7) (19.2-25.9) 29.7 (26.0—33.4) 
43.9 (40.7-47.1) (36.4—42.7) 44.1 (40.9-47.3) 
43.8 (40.7-46.9) (38.7-44.8) 45.0 (41.9-48.1) 


28.0 (23.9-32.2) (14.1-21.4) 24.2 (20.0—28.5) 


35.7 (31.9-39.6) 31.8 -35.5) 31.5 (28.1-34.9) 
48.4 (45.8-51.0) 43.7 46.2) 50.6 (48.0—53.2) 


31.0 (28.1-34.0) 28.4 (25.5-31.2) 29.4 (26.5-—32.2) 
50.1 (47.4—52.8) 43.4 (40.8—46.0) 49.5 (46.9-52.1) 





* Prevalence estimates are weighted to the 2000 U.S. census by age and racial/ethnic characteristics to reflect the total population of California women 


of reproductive age 
' 95% confidence interval 
3 Body mass index (weight [kg] / height [m<]) 


Statistically significant trend (unadjusted), Cochran Armitage test for trend 


* Statistically significant trend, risk-adjusted test orthogonal polynomial test for linear trend 


' Federal poverty level 


acid in 2005 compared with 33% of women nationally 

According to these estimates, California and all other states 
likely are far from meeting the Healthy People 2010 objec 
tive for folic acid intake (objective 16-16a), which is to 
increase to 80% the proportion of all nonpregnant women 
aged 15-44 years who consume at least 400 yg of folic 
acid daily. Hispanic respondents to CWHS were less likely 
than respondents of other racial/ethnic groups to report 
daily use of supplements containing folic acid. The decline 
in daily supplement use likely indicates a lower total 
intake of folic acid among Hispanic women and is of pat 
ticular concern because NTD rates are nearly two times 


higher among Hispanic women (0.60 per 1,000 live births 





during 1999-2003) than among white women (0.36 pet 
1,000 live births) in California (5). 

rhe findings in this report are subject to at least three 
limitations. First, although the sample size was large, cell 


sizes were not adequate to include all relevant covariates in 


the risk-adjusted trend models, Second, the weighting 


methodology used in CWHS adjusts for age and racial/ 
ethnic discrepancies between the CWHS sample and 
Californias general population but does not adjust for edu- 
cation or income discrepancies, Because U.S. women with 
higher levels of education are more likely to report vitamin 
use (3), and overall, respondents to CWHS have higher 
levels of education than California's general population, the 
results of this study might overestimate folic acid supple- 
ment use among California women. Third, CWHS data on 
folic acid use are derived from self-reported supplement 
use; questions regarding additional sources of folic acid, 


such as fortified breakfast cereal or grain products, were 
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not included in CWHS, which might have resulted in an 
underestimation of the number of women consuming folic 
acid. 

Educational materials and provider guidelines on folic 
acid use have been widely distributed to women partici- 
pating in CDHS programs and receiving CDHS services. 
However, not all California women of reproductive age have 
benefited from or participated in these programs. Evidence- 
based strategies such as social marketing (/0) and provid- 
ing better access to supplements containing folic acid might 
be needed, especially among certain subgroups of women 
(e.g., those with less education and Hispanic women). 

To reduce disparities in NTD rates between Hispanics 
and non-Hispanics, Hispanic women of reproductive age 
should consume 400 yg of folic acid daily through fully 
fortified sources: either breakfast cereal or vitamin supple- 
ments. Supporting evidence-based behavior-change initia- 
tives, such as social marketing campaigns, is an important 
step toward ensuring that all women of childbearing age 
consume 400 yg of folic acid every day to prevent serious 


birth defects. 
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Baseline Data from the Nyando 
Integrated Child Health 
and Education Project — 

Kenya, 2007 


On October 22, this report was posted as an MMWR 
Early Release on the MMWR website (http://www.cdc.gov/ 
mmwr). 

Approximately 10 million children aged <5 years die each 
year in developing countries (/). The leading infectious 
causes of these deaths include acute respiratory infections, 
diarrhea, measles, and malaria; malnutrition contributes 
to approximately 50% of these deaths (2). To address 
multiple conditions that contribute to mortality, child- 
survival programs require effective interventions and imple- 
mentation strategies (3). To assess the effectiveness of 
multiple interventions, CDC has joined with partners to 
create the Nyando Integrated Child Health and Education 
(NICHE) project to combine several proven approaches to 
child survival in an impoverished rural district of western 
Kenya. During March-April 2007, CDC began the 
NICHE project with a baseline survey. This report sum- 
marizes preliminary data from that survey, which deter- 
mined that 1) 86.1% of surveyed households were in the 
poorest Kenya socioeconomic quintile and 2) among chil- 
dren aged 6-35 months, 21.5% had experienced an acute 
respiratory infection and 9.1% had experienced diarrhea 
in the preceding 24 hours, 28.0% had chronic malnutri- 
tion, 66.2% had anemia, and 19.8% had a positive 


malaria smear. Comprehensive interventions will be needed 





This report is presented in conjunction with the Council 
of Science Editors 2007 Global Theme Issue on Poverty and 


Human Development, an international collaboration of 235 


publications, all releasing reports on poverty and human 
development on October 22, 2007. Additional informa- 
tion is available at http://www.councilscienceeditors.org/ 
globalthemeissue.cfm. 
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to improve living conditions and reduce the risk for death 
before age 5 years among children in this population. 


NICHE Project Methodology 

In the NICHE project, two groups of villages, an inter- 
vention group and a comparison group, were selected to 
compare the effects of child-survival interventions targeted 
at leading causes of mortality (i.¢., respiratory infections, 
diarrhea, and malaria). Intervention activities were begun 
initially in the intervention group, and will be expanded 
to include the comparison group in 2008. A two-stage, 
modified cluster-sampling strategy was used to select 30 
intervention villages and 30 comparison villages from 
Nyando Division (population 80,000), an impoverished 


area with poor sanitary facilities located in Nyanza Prov- 


ince in rural western Kenya (Figure). The two clusters of 


villages were chosen from separate political jurisdictions 
(i.e., sublocations) to inhibit interventions in one cluster 
from influencing conditions in the other. 

Households and children were numbered in each village. 
Random samples of children aged 6-35 months, and 
primary-school children (from grades 4-8; generally aged 
9-13 years) in the villages were selected by using random 
number tables. During March—April 2007, a baseline sur- 
vey was conducted in enrolled households in all 60 villages 
to determine the 1) demographic, socioeconomic, and 


health characteristics and 2) health behaviors of the two 


FIGURE. Nyando Division (population 80,000), in rural Nyando 
District in Nyanza Province, is the site of the Nyando Integrated 
Child Health and Education Project — Kenya, 2007 





- Nyando District 


L. Victoria 


Nyando Division 


—__————X—— TI 
} 


Africa “~— 


Kenya ff 


i 2a 


Nyanza ( Ocean 


| Province 


Nyanza Province 














populations. Information was collected regarding house- 
hold drinking water, sanitation, hygiene, dietary practices, 
and child health. A principal component analysis devel- 
oped by the World Bank was used to categorize the study 
households into Kenya socioeconomic quintiles (4). NICHE 
project field workers tested water stored in households for 
the presence of water chlorination products. Laboratory 
technicians obtained blood samples from children aged 6- 
35 months to measure hemoglobin, iron stores, and ma- 
laria status. Field workers measured heights and weights of 
these children, and z-scores were calculated to assess nutri- 
tional status; stool samples were collected from primary- 
school children to test for intestinal parasites. 


Baseline Survey Results 

The baseline survey collected data on samples of 1,049 
children aged <3 years and 905 primary-school children 
from 1,586 sampled households (Table); 86.1% of house- 
holds were in the poorest Kenya socioeconomic quintile, 
and 94.8% of respondents were women. Respondent ages 
ranged from 16 to 90 years (median: 30 years), and 84.4% 
had a primary-school education or less. 

Among households, 47.9% relied on surface sources (e.g., 
rivers or ponds) for drinking water, and 99,7% of respon- 
dents reported storing drinking water in the home. 
Respondents in 66.6% of households reported treating 
their drinking water, and 43.0% reported treating water 
with a Safe Water System (SWS)*chlorine product; how- 
ever, investigators detected chlorine residuals in 10.7% of 
stored water samples. Among households, 89.7% were 
observed to have soap present, and 56.6% had a latrine. 
Respondents reported that 80.6% of 2,508 children aged 
<5 years had slept under an insecticide-treated bednet 
(ITN) the preceding night; ITNs were observed hanging 
over the sleeping areas of 72.2% of children aged <5 years. 

The prevalence of chronic malnutrition’ in children aged 
6-35 months was 28,0%, Of 974 children aged 6-35 


months who were tested, 66.2% were anemic (hemoglo- 
bin <11.0 g/dL), and 44.8% were iron deficient (ferritin 
<12.0 ng/mL); 19,8% had a positive malaria smear. Stool 
samples from 14,8% of primary-school children exhibited 


parasites (e.g,, schistosomes, trichuris, ascaris, and hook- 
worms), Baseline survey data indicated that 27.7% of chil- 
dren aged 6-35 months were reported to have been ill in 





* A household-based intervention that includes water treatment with dilute chlorine 
bleach, safe water storage, and education aimed at changing hygiene behavior. 

" Defined as a z-score of less than -2 for height-for-age, according to the 2005 
World Health Organization Child Growth Standards. Available at hetp:// 
www.who.int/childgrowth/en 
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TABLE. Baseline survey data* from the Nyando Integrated Child Health and Education Project, by selected characteristics and village 
study status of respondents — Kenya, March-April 2007t 


Characteristic 





Intervention villages Comparison villages Total 
No. of sampled households 806 780 





1,586 


No. of sampled children aged 6-35 mos 550 499 1,049 


No. of sampled primary-school children, grades 4-8 456 449 905 


Respondent age (yrs) 
Mean (standard deviation) 33.8 (13.2) 


33.5 (13.0) 
Median (range) 30 (16-83) 30 (16-90) 
Female (%) 95.6 94.8 
Respondent education level (%) 

No schooling 3.3 3.0 

At least some primary school 85.9 84.4 

At least some secondary school 10.6 12.5 


Kenya household socioeconomic quintile (%) 
Poorest 87.6 
Second poorest ; 1.6 
Third poorest : 1.2 
Fourth poorest 2.2 
Wealthiest 


86.1 
2.5 
1.6 
2.8 

7§ 7.0 

Reported water source, storage, and treatment in households (%) 

Rely on surface sources for drinking water 

Store drinking water at home 

Treat drinking water 

Treat drinking water with a Safe Water System$ chlorine product 
Positive chlorine residual detected in stored water in households 


Observed soap in households (%) 


Households with latrines (%) 


Reported use of insectide-treated bednets (ITNs) the preceding 
night for 2,508 children aged <5 yrs (%) 


Observed ITNs hanging over sleeping areas of children aged <5 yrs (%) 


Reported illness in the preceding 24 hrs in children aged 6-35 months (%) 
Acute respiratory infection (ARI) 

Diarrhea 

Fever not attibutable to ARI or diarrhea 


Chronic mainutrition in children aged 6-35 mos (%) 


Laboratory results for 974 children aged 6-35 mos (%) 
Anemia (hemoglobin <11.0 g/dL) 

lron deficiency (ferritin <12.0 ng/mL) 

Positive malaria smear 


Laboratory results for primary-school children (%) 
Positive for intestinal parasites 





* Data were collected before any interventions were conducted. 
. Percentages might not add to 100.0% because of rounding. 


A household-based intervention that includes water treatment with dilute chlorine bleach, safe water storage, and education aimed at changing hygiene 
behavior 
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the preceding 24 hours; 21.5% had acute respiratory 
infection, and 9.1% had diarrhea. Fewer than 1% had been 
hospitalized. 


NICHE Implementation 

Implementation activities began in the 30 intervention 
villages after baseline data collection was completed in April 
2007 and will continue through October 2007. Interven- 
tions include 1) SWS (5); 2) distribution of ITNs (6); 3) 
promotion of handwashing with soap (7); 4) distribution 
of Sprinkles”, single-serve packets of dry powder, contain- 
ing iron and other micronutrients intended for home forti- 


fication of foods consumed by young children who are no 


longer exclusively breastfeeding (8); and 5) deworming of 


primary-school children (i.e., of geohelminths) with 
albendazole; this was the only activity that also was 
extended to children in the 30 comparison villages. 

lo promote these interventions, project partners have 
combined several approaches. Population Services Interna- 


tional, a social-marketing nongovernmental organization, 


has an ongoing program to promote purchase and use of 


SWS bleach solution, ITNs, and reproductive-health prod- 
ucts through mass media, peer educators, murals, and bill- 
boards. The Safe Water and AIDS Project (SWAP) trains 
HIV self-help groups in rural villages and urban low- 
income settings to provide health education and sell health 
products to their neighbors as an income-generating activ- 
ity. SWAP trains clinic nurses, school teachers, and reli- 
gious leaders to teach their clients, students, and 
congregations about these interventions and installs drink- 
ing water and handwashing stations in these settings. Finally, 
NICHE project staff members enlist the support of local 
political leaders and the ministries of health and education. 

As of May 30, 2007, primary-school children in all 60 
villages had been dewormed with albendazole. In June, 
active surveillance to collect data on all household mem- 
bers through biweekly visits to all study households was 
initiated to assess product use and health status. In addi- 
tion, ongoing qualitative research is being conducted in 
intervention villages to supplement surveillance data. A fol- 
low-up evaluation of the NICHE project is planned in 
March 2008. In April 2008, project staff members will 
expand implementation of all interventions to the 30 
comparison villages, and active surveillance will resume in 
enrolled households in all 60 study villages for another year. 

lo motivate village populations to participate more 
actively in the NICHE project, staff members are analyz- 


ing baseline data and will present summary and village- 


specific findings to each participating village. Study 


personnel also will analyze surveillance data regarding spe- 
cific intervention use and health indicators. In November 
2007 and again in March 2008, NICHE staff members 
will present surveillance findings to each participating in- 
tervention village so that residents can see how well they 
are doing in comparison with the entire study population. 
Reported by: A Obure, MA, C Mbakaya, PhD, S Kariuki, PhD, 
D Karanja, PhD, Kenya Medical Research Institute. PC Juliao, PhD, 
RE Quick, MD, K Teates, MPH, Div of Foodborne, Bacterial and Mycotic 
Diseases; S Montgomery, DVM, W Secor, PhD, L Slutsker, MD, M Hamel, 
MD; Div of Parasitic Diseases, National Center for Zoonotic, Vector-Borne, 
and Enteric Diseases; PS Suchdev, MD, L Ruth, MPH, ME Jefferds, PhD, 
B Woodruff, MD, Div of Nutrition, Physical Activity and Obesity, National 
Center for Chronic Disease Prevention and Health Promotion; CDC. 
Editorial Note: The families in the NICHE project face 
problems associated with poverty that are common in the 
developing world. The majority of respondents in the 60 
villages are poor; 86.1% fall into the poorest socioeconomic 
quintile in a country that ranked 152nd out of 177 coun- 
tries in the 2006 United Nation’s Human Development 
Index.’ These families have poor access to basic sanitary 
facilities, and young children have high rates of acute res- 
piratory infection, diarrhea, and malaria, compared with 
populations in more developed countries. High rates of 
chronic malnutrition are of particular concern, because 
malnutrition contributes to approximately half the deaths 
in children aged <5 years (2). 

Previous programs in Kenya aimed at increasing child 
survival and improving public health in this study popula- 
tion have had some success. Free distribution of ITNs has 
resulted in high observed baseline use rates, and 
ongoing promotion of water-treatment products has 
resulted in reported use of SWS products at baseline by 
43.0% of households and confirmed use by 10.7% of house- 
holds. 

In recent years, a trend has been observed toward 
increased funding for high-profile, disease-specific, child- 
health programs that have had an impact on child survival. 
Recognition of the need for multiple interventions to 
address child survival has led to recent initiatives to bundle 
interventions (9). Greater use of interventions available 
today might make possible the achievement of the United 
Nations millennium development goal to reduce child 
mortality by two thirds by the year 2015 (3). By integrat- 
ing services, combining interventions, and engaging local 
leadership, the NICHE project is attempting to create a 
model for improved child health. 





> Available at heep://hdr.undp.org/hdr2006/statistics. 








Vol. 56 / No. 42 


MMWR 1113 





The findings in this report are subject to at least three 
limitations. First, results are specific to the study popula- 
tion and geographic area and are not generalizable to the 
entire population of Kenya. Second, socioeconomic 
quintiles for Kenya households were derived from 1998 
data; recent changes (e.g., more widespread use of cellular 
telephones) might affect socioeconomic indicators. Finally, 
illness data were based on unverified reports; therefore, the 
21.5% of children reported with acute respiratory infec- 
tion and other illness data might be subject to recall bias. 

The NICHE project will enable CDC and partners to 
assess the extent to which combining proven child-survival 
interventions and employing multiple community-based 
implementation techniques can improve health in impov- 
erished populations. The use of inexpensive, locally avail- 
able interventions will control program costs and increase 
the prospects for sustaining the program. If the simulta- 
neous engagement of local populations and institutions, 
the private sector, and government in program implemen- 
tation proves successful, this implementation approach 
might serve as a blueprint for child-survival programs in 
other regions of Kenya and elsewhere in Africa. 
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Notice to Readers 





National Epilepsy Awareness Month — 
November 2007 


November is National Epilepsy Awareness Month. Epi- 


lepsy, which currently affects approximately 3 million per- 


sons in the United States, is characterized by recurrent, 
unprovoked seizures (/). Delayed recognition of these sei- 
zures and subsequent inadequate treatment increases the 
risk for additional seizures, brain injury, disability, decreased 
health-related quality of life, and death from injuries 
incurred during a seizure (2-4). 

Although epilepsy can occur at any age, the condition 
primarily affects children and older adults (5). The num- 
ber of cases among older adults is increasing as the U.S. 
population ages (3,6). The effects of epilepsy also can 
affect the transition to adult activities (e.g., driving and 
working). 

The Epilepsy Foundation (EF), in partnership with CDC, 
is continuing a national campaign to use public education 
and programs that foster community awareness to improve 
the health care and community support available to per- 
sons affected by epilepsy. The theme for the foundation's 
program through 2008 is “Not another moment lost to 
seizures. 

Campaign activities include school-based health-educa- 
tion programs, community workshops for diverse audiences, 
and training for older adults and their caregivers. In addi- 
tion, EF has developed pilot curricula for police and emer- 
gency response personnel to increase recognition and 
appropriate management of persons who are having sei- 
zures and to reduce numbers of arrests of persons with epi- 
lepsy who are exhibiting seizure-related behaviors that are 
mistaken as other behaviors (e.g., perceived intoxication or 
disorderly conduct). To address the impact of head trauma 
on military veterans, EF is establishing a study group to 
outline public education programs and training for the 
Department of Veterans Affairs health-care system. EF also 
will implement a pilot comprehensive employment pro- 
gram to educate employers about epilepsy in the work- 
place. Partnerships with other national and local 
organizations have been established to provide programs 
in public education and community awareness; these orga- 
nizations include the National Association of School Nurses, 
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AARP, Community Health Workers/Promotores National 
Network, National Council of La Raza, National Center 
for Farmworker Health, and East Coast Community Health 
Centers Association. 

Information regarding epilepsy and the national campaign 
is available from the Epilepsy Foundation by telephone, 800- 
332-1000, or online at http://www.epilepsyfoundation.org. 
Information in Spanish is available at http://www. 
fundacionparalaepilepsia.org or by telephone, 866-748-8008. 
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Notice to Readers 


Application Deadline for The CDC 
Experience Applied Epidemiology 
Fellowship — December 3, 2007 





lhe CDC Experience is a 1-year fellowship in applied 
epidemiology that is tailored for rising third- and fourth- 
year medical students and aims to develop a pool of physi- 
cians with a population-based health perspective. Eight 
competitively selected fellows spend 10-12 months at CDC 
in Atlanta, Georgia, where they conduct epidemiologic 
analyses in areas of public health that interest them. The 
fellowship provides multiple opportunities to enhance skills 
in research and analytic thinking, written and oral scien- 
tific presentations, and the practices of preventive medi- 


cine and public health. 


Applicants do not need experience in public health to 
apply for this program. Through this training, fellows 
acquire practical tools for approaching population-based 
health problems, whether in an entire community or among 
their own community of patients. Graduates of The CDC 
Experience have an appreciation of the role of epidemiol- 
ogy in medicine and health and are able to apply their 
knowledge and skills to enhance their clinical acumen. 

Information on applying for The CDC Experience is avail- 
able at http://www.cdcfoundation.org/thecdcexperience. 
Applications for The CDC Experience fellowship class of 
2008-09 must be postmarked by December 3, 2007. 
Questions can be addressed to Catherine Piper, program 
coordinator, at e-mail, cpiper@cdc.gov. 


Erratum: Vol. 55, No. RR-16 
In the MMWR Recommendations and Reports, “A Com- 


prehensive Immunization Strategy to Eliminate Transmis- 
sion of Hepatitis B Virus Infection in the United States: 
Recommendations of the Advisory Committee on Immu- 
nization Practices (ACIP), Part Il: Immunization of Adults,” 
an error occurred. In Appendix A, page 28, second col- 
umn, line 10, the sentence should read, “However, long- 
term protection has been demonstrated only for persons 
who have completed a licensed vaccination series and have 
ever had an anti-HBs concentration of >10 mIU/mL; per- 
sons with an anti-HBs-positive result but who did not com- 
plete a vaccine schedule might not have long-term 
protection from HBV infection.” 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


infant Mortality Rates* for 10 Leading Causes of Infant Death — 
United States, 2005 





Allcauses {ij 2 res : ; | 
Congenital malformations aa ee 
Disorders related to short Sra | 
gestation and low birthweight 


Sudden infant death syndrome ze 





Newborn affected by maternal 
complications of pregnancy 


Newborn affected by complications 2 
of placenta, cord, and membranes 


Unintentional injuries 0 


Cause of death 


. Js 
Respiratory distress of newborn {Jj 
Bacterial sepsis of newborr fj 


Neonatal hemorrhage 1) 


Necrotizing enterocolitis of newborn 4j 


All other causes (residual) 


*Per 100,000 live births 

‘Mortality data for 2005 are preliminary; the numbers of deaths attributed to 

certain causes might be underestimated 
The three leading causes of infant mortality (congenital malformations, disorders related to short gestation 
and low birthweight, and sudden infant death syndrome) accounted for approximately 43% of all infant 
deaths in the United States in 2005 


SOURCE: Kung HC, Hoyert DL, Xu JQ, Murphy, SL. E-stat deaths: preliminary data for 2005 health E-stats. 
Hyattsville, MD: US Department of Health and Human Services, CDC; 2007. Available at http://www.cdc.gov/ 
nchs/products/pubs/pubd/hestats/prelimdeaths05/prelimdeaths05.htm. 
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TABLE |. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 
week ending October 20, 2007 (42nd Week)* 





5-year ? 
Current Cum weekly Total cases reported for previous years 
Disease week 2007 average’ 2006 2005 2004 2003 2002 States reporting cases during current week (No.) 
Anthrax — _ 1 _ = 2 
Botulism 
foodborne 
infant 
other (wound & unspecified) 
Brucellosis 
Chancroid 
Cholera 
Cyclosporiasis 
Diphtheria 
Domestic arboviral diseases** 
California serogroup 
eastern equine 
Powassan 
St. Louis 
western equine 
Ehrlichiosis 
human granulocytic 0 511 NY (4), OH (1), MN (16), TN (1), AR (1) 
human monocytic 9 78 1 NY (1), MN (3), MD (1), NC (1), AR (5) 
human (other & unspecified) : 2 VA (1), NC (1), AR (1) 
Haemophilus influenzae,”* 
invasive disease (age <5 yrs) 
serotype b 
nonserotype b 
unknown serotype 
Hansen disease 
Hantavirus pulmonary syndrome 
Hemolytic uremic syndrome, postdiarrheal 
Hepatitis C viral, acute 
HIV infection, pediatric (age <13 yrs 
influenza-associated pediatric mortality : — t 
Listeriosis 37 20 875 7 C \ 3), VA (1), NC (1), FL (1), CO (1), WA (1), CA (1) 
Measies™ J ) 37 5 
Meningococcal disease, invasive*** 
A, C, Y, & W-135 
serogroup B 
other serogroup / . : 
unknown serogroup - g 5 - - Mil (1), MO (1), FL (1), TN (1), CA (1) 
Mumps 13 1 6,5 2 0 FL (3), CO (1), WA (2) 
Novel influenza A virus infections | 
Plague 
Poliomyelitis, paralytic 
Poliovirus infection, nonparalytic 
Psittacosis 
Q fever 
Rabies, human 
Rubella™’ 
Rubella, congenital syndrome 
SARS-CoV 
Smallpox 
Streptococcal toxic-shock syndrome 
Syphilis, congenital (age <1 yr) 
Tetanus 
Toxic-shock syndrome (staphylococcal) 
Trichinellosis 
Tularemia < : MO (1 
Typhoid fever 3 7 ] 5 OH (1 
Vancomycin-intermediate Staphylococcus aureus* - 18 
Vancomycin-resistant Staphylococcus aureus _ 
Vibriosis (noncholera Vibrio species infections) 3 291 
Yellow fever = — = 
No reported cases N: Not notifiable Cum: Cumulative year-to-date counts 
* Incidence data for reporting year 2007 are provisional, whereas data for 2002, 2003, 2004, 2005, and 2006 are finalized 
Calculated by summing the incidence counts for the current week, the 2 weeks preceding the current week, and the 2 weeks following the current week, for a total of 5 
preceding years. Additional information is available at http://www.cdc.gov/epo/dphsi/phs/files/Syearweeklyaverage. pdf 
Not notifiable in all states. Data from states where the condition is not notifiable are excluded from this table, except in 2007 for the domestic arboviral diseases and influenza- 
associated pediatric mortality, and in 2003 for SARS-CoV. Reporting exceptions are available at http://www.cdc.gov/epo/dphsi/phs/infdis.htm 
includes both neuroinvasive and nonneuroinvasive. Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector- 
Borne, and Enteric Diseases (ArboNET Surveillance). Data for West Nile virus are available in Tabie |! 
Data for H. influenzae (all ages, all serotypes) are available in Table |! 
Updated monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention. Implementation of HIV reporting 
influences the number of cases reported. Updates of pediatric HIV data have been temporarily suspended until upgrading of the national HIV/AIDS surveillance data 
management system is completed. Data for HIV/AIDS, when available, are displayed in Table IV, which appears quarterly 


Updated weekly from reports to the Influenza Division, National Center for Immunization and Respiratory Diseases. A total of 71 cases were reported for the 2006-07 flu season 
No measies cases were reported for the current week 

Data for meningococcal disease (ali serogroups) are available in Table II 

No rubella cases were reported for the current week 

Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending October 20, 2007, and October 21, 2006 
(42nd Week)* 





Chiamydiat Coccidioidomycosis Cryptosporidiosis 
Previous Previous Previous 
Current 52 weeks Cum Cum 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2007 2006 Med Max 2007 2006 week Med Max 2007 


United States 11,374 20,429 25,327 820,847 826,585 142 658 5,904 187 


New England 657 713 1,357 28,174 27,014 
Connecticut 164 229 829 8,524 7,864 
Maine 74 2,021 1,816 
Massachusetts 391 480 12,740 12,155 
New Hampshire 76 70 1,731 1,593 
Rhode Island — 106 2,449 2,621 
Vermont 26 45 709 965 


Mid. Atlantic 2,226 4,284 114,896 101,212 
New Jersey — 528 16,034 16,354 
New York (Upstate) 584 é 2,758 21,582 19,468 
New York City 1,170 2 1,982 40,442 33,376 
Pennsylvania 472 1,760 36,838 32,014 


E.N. Central 1,248 . 6.206 133,220 139,121 
lilinois 552 1,367 38,950 43,549 
Indiana 257 646 16,618 16,034 
Michigan 274 1,059 28,274 28,968 
Ohio 76 3,633 34,373 33,827 
Wisconsin 443 15,005 16,743 


W.N. Central 1 1 429 47,877 50,083 
lowa 252 6,991 6,780 
Kansas 294 6,545 6,378 
Minnesota 314 8,488 10,413 
Missouri 565 18,687 18,631 
Nebraska 183 3,956 
North Dakota 7 61 1,143 
South Dakota ] 84 2,067 
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S. Atlantic E 760 161,972 
Delaware 140 2,714 
District of Columbia 7 166 4,627 
Florida 1 767 47,064 
Georgia 3,822 19,714 
Maryland 16,223 
North Carolina 2 Y 905 

South Carolina 

Virginia 685 

West Virginia = 96 


E.S. Central 
Alabama 
Kentucky 
Mississippi 
Tennessee 


W.S. Central 
Arkansas 
Louisiana 
Oklahoma 
Texas 
Mountain 
Arizona 
Colorado 
idaho 
Montana 
Nevada 
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Utah 
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Pacific 

Alaska 

California 

Hawaii ~~ 
Oregon 100 
Washington 


American Samoa U 
C.N.M.1 U 
Guam 1 
Puerto Rico 164 120 
U.S. Virgin Islands U 3 





C.N.M.i.: Commonwealth of Northern Mariana Islands 

U: Unavailable —: No reported cases N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median Max: Maximum 

* Incidence data for reporting year 2007 are provisional. Data for HIV/AIDS, AIDS, and TB, when available, are displayed in Table IV, which appears quarterly 
. Chlamydia refers to genital infections caused by Chlamydia trachomatis 

* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 20, 2007, and October 21, 2006 
(42nd Week)* 





Haemophilus influenzae, invasive 
Giardiasis Gonorrhea All ages, all serotypes* 
Previous Previous 
Cum Cum Cum Cum Current 52 weeks Cum 
Reporting area Med Max 2007 2006 Med Max 2007 2006 week Med Max 2007 


United States 1,513 13,114 14,412 ‘ 266,469 288,631 25 45 184 1,806 


New England : 52 1,136 1,195 4,498 4,543 
Connecticut 18 290 252 1,730 1,862 
Maine’ 10 157 145 98 107 
Massachusetts 26 463 522 2,171 1,951 
New Hampshire 23 21 124 159 
Rhode Island*® € 66 97 329 406 
Vermont? 137 158 46 58 


Mid. Atiantic 2,256 29,831 26,975 
New Jersey 142 397 4,669 4,381 
New York (Upstate) 920 979 5,504 5,097 
New York City ~ 633 8,456 8,371 
Pennsylvania 561 11,202 9,126 


E.N. Central 897 ‘ 53,651 57,604 
Illinois : 493 14,519 16,345 
indiana N 7,176 7,194 
Michigan 456 11,483 12,170 
Ohio 666 15,234 16,255 
Wisconsin 5,239 5,640 


W.N. Central 905 15,173 15,713 
lowa 240 1,535 1,520 
Kansas 1,855 1,795 
Minnesota 12 2,260 2,645 
Missouri 351 8,099 8,213 
Nebraska‘ 104 7 1,140 1,122 
North Dakota 18 76 

South Dakota 72 208 


S. Atlantic : 62,535 
Delaware 36 £ 1,053 
District of Columbia 4 1,906 
Florida 19,305 
Georgia 8,112 
Maryland’ 5,007 
North Carolina 10,577 
South Carolina‘ 10,957 


Virginia’ 4,891 
West Virginia 727 


E.S. Central 22,325 
Alabama’ 5,727 
Kentucky 2,596 
Mississippi 5,981 
Tennessee’ 8,021 


W.S. Central 40,024 
Arkansas® 107 3,254 
Louisiana 71 9,127 
Oklahoma 4,044 
Texas® N - 23,599 
Mountain 9,463 
Arizona 135 103 3,449 
Colorado 51 1,945 
idaho 154 _ 4 215 
Montana’ 88 1 50 
Nevada’ 98 45 781 
New Mexico 66 30 333 
Utah 348 16 628 
Wyoming® 31 _— 1 62 


714 28,969 
93 10 387 
610 25,095 
44 11 501 
23 864 
7 — ES 
American Samoa 0 U 
C.N.M.1 — U 
0 
5 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable. —:Noreportedcases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum 
; Incidence data for reporting year 2007 are provisional 

Data for H. influenzae (age <5 yrs for serotype b, nonserotype b, and unknown serotype) are available in Table | 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 20, 2007, and October 21, 2006 
(42nd Week)* 





Hepatitis (viral, acute), by type’ 
A B Legionellosis 
Previous Previous Previous 
52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area Med Max 2007 2006 week Med Max 2007 2006 week Med Max 2007 


United States 201 2,222 2,859 53 40 3,132 3,528 43 106 1,806 


New England 100 160 — 60 99 99 
Connecticut 20 35 - 26 41 32 
Maine 3 8 9 20 4 
Massachusetts 46 77 4 18 15 
New Hampshire 12 21 5 8 7 
Rhode Island 11 11 13 g 32 
Vermont’ 8 8 3 3 9 


Mid. Atlantic 332 330 434 
New Jersey 72 95 
New York (Upstate) 63 
New York City 127 
Pennsylvania 
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C.N.M.I1.: Commonwealth of Northern Mariana Islands 

U: Unavailable —: No reported cases. NN: Not notifiable. Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
; Incidence data for reporting year 2007 are provisional 

. Data for acute hepatitis C, viral are available in Table | 

“ Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 20, 2007, and October 21, 2006 
(42nd Week)* 





Meningococcal disease, invasive’ 
Lyme disease Malaria All serogroups 
Previous Previous Previous 
52 weeks Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area 2007 week Med Max 2007 2006 week Med Max 
United States y 2 7 16,115 15 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median 
; Incidence data for reporting year 2007 are provisional 

, Data for meningococcal disease, invasive caused by serogroups A, C, Y, & W-135; serogroup B; other 
* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 


Max: Maximum 


serogroup; and unknown serogroup are available in Table 








Vol. 56 / No. 42 MMWR 1121 





TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 20, 2007, and October 21, 2006 
(42nd Week)* 





Pertussis Rabies, animal Rocky Mountain spotted fever 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 


Reporting area week 2007 2006 week Med Max 2007 2006 week Med Max 2007 

United States 106 7 6,918 11,410 37 96 156 4,109 4,655 17 211 

New England 3 7 1,063 1,421 ; 12 2 489 390 

Connecticut 2 ¢ 59 5 § 4 1 194 172 
C 








Maine 1 63 112 98 
Massachusetts 23 d 889 
New Hampshire 50 183 
Rhode Island ) 17 47 
Vermont 0 29 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 20, 2007, and October 21, 2006 
(42nd Week)* 





Salmonellosis Shiga toxin-producing E. coli(STEC)* Shigellosis 


Previous Previous Previous 
52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks 
Reporting area Med Max 2007 2006 week Med Max 2007 2006 Med 


United States 862 2,338 34,180 35,561 52 336 3,518 3,359 


New England - 377 1,849 1,961 88 255 
Connecticut ) 362 362 503 82 82 
Maine 14 103 106 4 33 
Massachusetts 2 57 1,096 1,021 109 
New Hampshire 3 10 y 189 1 
Rhode Island é 20 82 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable No reported cases. _N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median Max 
, Incidence data for reporting year 2007 are provisional 

, Includes E. coli 0157:H7; Shiga toxin-positive, serogroup non-O157; and Shiga toxin-positive, not serogrouped 

" Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 20, 2007, and October 21, 2006 
(42nd Week)* 





Streptococcus pneumoniae, invasive disease. nondrug resistant 
Streptococcal disease, invasive, group A Age <5 years 
Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks 
Reporting area Med Max 2007 week Med Max 
United States 3 97 261 4,081 d 16 as 108 
New England 5 


338 
Connecticut : 0 











11 

6 
Maine 1 
Massachusetts 6 
New Hampshire , 
Rhode Island 


Ve srmont 


Mid. Atlantic 
New Je 5 
New Yor 

New 


Penns 


rth Dakota 


th akot 


S. Atlantic 


wars 


E.S. Central 


Ke 


M 


W.S. Central 


Arkansa 


klat 


T 
exa 


Mountain 





Max: Maximurr 
ncludes c: NSease 
NNDSS e« 


usceptible or for whict 


susceptibility testing is not available 
Contains 2 National Electronic Disease Surveillance System (NEDSS 
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TABLE Ill. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 20, 2007, and October 21, 2006 
(42nd Week)* 





Streptococcus pneumoniae, invasive disease, drug resistant’ 
All ages Age <5 years Syphilis, primary and secondary 
Previous Previous Previous 

Current 52 weeks Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med week Med Max 2006 Med Max 2007 
United States 16 46 256 6 35 ; 34 201 oe ° 
New England 
Connecticut 


Maine 














fe) 


oo°o°o 
ONN Ww 


oO 


Massachusetts 
New Hampshire 
Rhode Island 


oo 


Vermont 


Mid. Atlantic 

New Jersey 

New York (Upstate 
2w York City 


snnsyivania 


oo 


oO 


oo 


E.N. Central 


ndaiana 


W.N. Central 
Wa 

Kansas 

Minnesota 

M ssour 

Nebraska 

North Dakota 

South Dakota 


S. Atlantic 
Delaware 
District of C 
Florida 
Georgia 
Maryland 
arolir 


South Carolina 


North ¢ 
Virginia 


West Virginia 


E.S. Central 
Alabama 
Kentucky 
Mississipf 

-- 


ennessee 


W.S. Central 

Arkansas 
siana 

Oklahoma 


Texa 


Mountain 
Arizona 

orad 
idafh 
Montana 
Nevada 
New Mexicc 
Utar 


Wyoming 


Pacific 

Alaska 

California 

Hawaii 

Oregon 

Washington 

American Samoa 

C.N.M.1 L 

Guam ) 

Puerto Rico 0 0 
U.S. Virgin islands 0 0 U 





C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Mediar 
, Incidence data for reporting year 2007 are provisional 
Includes cases of invasive pneumococcal disease caused by drug-resistant S. pneumoniae (DRSP) (NNDSS event c 
Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 








Vol. 56 / No. 42 MMWR 


1125 





TABLE Il. (Continued) Provisional cases of selected 
(42nd Week)* 


notifiable diseases, United States, weeks ending October 20, 2007, and October 21, 2006 





Varicella (chickenpox) 


West Nile virus di 





Previous 


Neuroinvasive 


Nonneuroinvasive’ 





Previous 
Current 52 weeks 


Med Max 


796 


Cum Current 


Reporting area week 


United States 


4 4 


52 weeks 
Med Max 





Previous 
52 weeks 
Med 


Cum Cum 
2006 


Current Cum Cum 





New England 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 


123 


> 


986 1,477 2,121 
4 





wassan 
Data from 
tality, and in 


| States 
™ 


2003 for SARS.Co OV Re orting exc epti ions are 
repo sted through the National Electronic Disease Surveillance System 


Q available 
NEDSS 


t htto 
a tip 


vaiiabdie if 
om this tabie 


www.c 


ex 


1 Table | 


ac 


Max Max mum 


r-Borne, and Enteric Diseases ONET Surveillance). Data 


ept in 2007 f 
gov/epo/c 


or the dome stic arboviral 
si/phs/infdis.htr 


diseases and influenza 
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TABLE Ill. Deaths 


in 122 U.S. cities, week ending October 20, 2007 (42nd Week) 





All causes, by age (years) 


All causes, by age (years) 





Reporting Area 


All 





ioe | 26s | soe] sae] var] a 





P&l" 
Total 


All 
Reporting Area Ages 





<1 





New England 
Boston, MA 
Bridgeport, CT 
Cambridge, MA 
Fall River, MA 
Hartford. CT 


445 95 

124 5 23 9 
U U 
2 1 

4 


4 


well, MA 

ynn, MA 
New Bedford, MA 
New Haven, CT 
f vidence, Ri 
Somerville, MA 
Springfield, MA 
Waterbury, CT 


Worcester, MA 


Mid. Atlantic 
vy. NY 
Allentown, PA 


Buffalo, NY 


Alban 


Camden, NJ 


Elizabeth, NJ 


xy City, NJ 
New York City, NY 
Newark, NJ 
Paterso 
Philadelphia, PA 
Pittsburgh, PA 
Reading, PA 
Rochester, NY 
Schenectady, NY 
Scranton, PA 


ise, NY 


E.N. Central 
Akron. OH 
Canton, OH 
Chica L 
ncinnati, OH 
Cleveland, OH 
jlumbus, OH 
Jayton, OH 
Detroit, Mi 
Evansville, IN 
Fort Wayne, IN 
Gary, IN 
Grand Rapids, M 
Indianapolis, IN 
Lansing, MI 
Milwaukee, WI 
Peoria. iL 
Rockford, IL 
South Bend, IN 
Toledo. OH 


Youngstown, OH 


W.N. Central 

Des Moines, IA 

Duluth, MN 

Kansas City, KS 

Kansas City, MO 

Lincoln, NE 

Minneapolis, MN 6 

Omaha, NE 4 69 
St. Louis, MO 5 24 
St. Paul, MN 63 43 
Wichita, KS 67 46 12 


8 
5 
U 


14 


9 
< 


U 


S. Atlantic 1,364 839 366 98 
Atlanta, GA 93 46 31 11 
Baltimore, MD 212 105 7 25 
Charlotte, NC 88 5. 11 
Jacksonville, FL 15 12 


>65 45-64 | 25-44 | 1-24 








Miami, FL 

Norfolk, VA 
Richmond, VA 
Savannah, GA 

St. Petersburg, FL 
Tampa, FL 
Washington, D.C 
Wilmington, DE 


E.S. Central 
Birmingham, AL 
Chattanooga, TN 
Knoxville, TN 
Lexington, KY 
Memphis, TN 
Mobile, AL 
Montgomery, AL 
Nashville, TN 


W.S. Central 
Austin, TX 
Baton Rouge, LA 
Corpus Christi, TX 
Dallas, TX 

El Paso, TX 

Fort Worth, TX 
Houston, TX 
Little Rock, AR 
New Orleans, LA" 
San Antonio, TX 
Shreveport, LA 
Tulsa, OK 


Mountain 
Albuquerque, NM 
Boise, ID 
Colorado Springs 
Denver, CO 

Las Vegas, NV 
Ogden, UT 
Phoenix, AZ 
Pueblo, CO 

Salt Lake City, UT 
Tucson, AZ 


Pacific 
Berkeley, CA 
Fresno, CA 
Glendale, CA 
Honolulu, HI 
Long Beach, CA 
Los Angeles, CA 
Pasadena, CA 
Portland, OR 
Sacramento, CA 
San Diego, CA 


San Francisco, CA 


San Jose, CA 
Santa Cruz, CA 
Seattle, WA 
Spokane, WA 
Tacoma, WA 


Total 





U: Unavailable No reported cases 


* Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of >100 


occurrence and by the week that the death certificate was filed. Fetal deaths are not included 


Pneumonia and influenza 


Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete counts will be available in 4 
* Because of Hurricane Katrina, weekly reporting of deaths has been temporarily disrupted 


** Total includes unknown ages 


A death is reported by the place of its 


4 to 6 weeks 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 
4-week totals October 20, 2007, with historical data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


Giardiasis 1,043 


Hepatitis A, acute 113 


Hepatitis B, acute 167 
Hepatitis C, acute 
Legionellosis 
Measles 
Meningococcal disease 


Mumps 


Pertussis 


T 


1 





Ratio (Log scale)* 
] Beyond historical limits 
* Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods 


for the past 5 years). The point where the hatched area begins is based on the mean and two standard deviations of 
these 4-week totals 
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